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Abstract
VITAL SIGNS: Medical American Sign Language Interpreters in Mississippi
(Under the direction of Dr. John Green)
This research involves the regulation, education and training, and availability of
medical sign language interpreters in Mississippi, a topic that is seldom studied. The
research consisted of a review of past literature on topics related to interpretation and Deaf
and hard-of-hearing population, systematic policy review, and interviews with 9
individuals from 7 different medical facilities and one interview with 4 participants
together in Mississippi including primary care providers, hospitals, and community health
centers. These data were used to explore the interpreting services being provided for those
using sign language in Mississippi. Both national and state policies require that alternative
methods of communication be provided for those who do not speak English and prohibit
discrimination against those with disabilities; however, they do address the use of and
requirements for other means of communication such as video remote interpreting (VRI)
or pen and paper. In general, hospitals had access to the highest quality services, but it was
uncommon for any of the facilities to provide or use in person interpreters. There were also
other forms of communication used such as Language Line Solutions, a software
application that allows video calls with interpreters, and family members serving as
interpreters. When able to provide estimates, all facilities interviewed reported low
numbers of Deaf and hard-of-hearing patients. The results of this study demonstrate the
need for education of the public and health providers on how to effectively communicate
with Deaf and hard-of-hearing patients as well as policy change and enforcement. It should
inform future research and understanding of sign languages users and interpreting services.
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the past four years. It became a place where I found friends, mentors, and the depth of my
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was unsure how to approach the daunting task until having a discussion with Dr. Green.
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advancing my education. This research has broadened my understanding of health care in
Mississippi, a state I have always called home, and given me a unique perspective to
carry with me as I become more involved in the medical community.
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Introduction
The World Health Organization (WHO) states in their constitution that the
“enjoyment of the highest attainable standard of health is one of the fundamental rights of
every human being without distinction of race, religion, political belief, economic or
social condition (WHO, 2014, p. 1).” While the concept of equal access to and quality of
health care is a belief shared by many other organizations and individuals, it has yet to be
attained across the entire health care system. Disparities in health are due to a multitude
of factors such as race, ethnicity, gender, geographic area, and other factors affecting
access to healthcare (Hinote &Wasserman, 2016). A group affected by the issues due to
inequality in health care but is rarely discussed, considered, or researched is the Deaf and
hard-of-hearing community.
The Deaf and hard-of-hearing community, as well as people with other disabilities
(for lack of a better term), have endured discrimination and exclusion in a variety of
forms. A major issue expressed by this community is the limited availability of qualified
and accurate American Sign Language (ASL) interpreters across multiple platforms
including news stations, government events, public health messaging, and medical
facilities. In instances like these, access to accurate information is vital. The news is
littered with stories of unreliable interpreters that have put the lives of those needing them
at risk. As awareness of this issue has increased, more laws have been put in place to
improve access specifically to health care for the Deaf and hard-of-hearing as well as
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others with limited English proficiency. This is largely accomplished by requiring
that alternative communication services be provided by the medical facilities for the
patients.
Alternative communication comes in a variety of forms, but it is known that
interpreters are efficient and often preferred by ASL users (Ebert & Heckerling, 1995, p.
227). Due to the limited number of certified interpreters, especially ASL interpreters
(Burke, 2017, p. 271), enforcing federal and state laws is difficult. It has been found that
medical facilities and physicians often resort to other means to communicate with their
patients like lipreading, writing, and the use of family members to translate with false
notions of the efficiency of these practices (Ebert & Heckerling, 1995, p. 228). The
language barriers between physicians and patients created by use of inefficient means of
communication can have negative effects on the medical care of the patient “resulting in
longer hospital stays, more medical errors, and lower patient satisfaction” (Ngo-Metzger,
2007, p. 324).
While research has shown the importance of effective communication in health
care, there is little information about where, when, and the quality of interpreting services
that are being provided. This is especially true in the state of Mississippi where declined
health and access to resources have been long-standing trends over the course of time.
The purpose of this study is to address the issues of patient physician communication
through analyzing the quality and availability of sign language interpreters across
Mississippi in different areas and types of medical care facilities through the lens of
policy and the rights they provide. This is in the hopes that an awareness is raised of the
need for qualified interpreters, and that that awareness inspires policy makers and
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medical personnel to improve the experiences of non-English speakers in medical
facilities in Mississippi.
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Literature Review
Term Definitions
deaf. Lowercase “d” deaf refers most commonly to the audiological condition of
not hearing. Individuals that identify as deaf do not associate themselves with any aspects
of Deaf culture nor do they use American Sign Language (ASL) (National Association of
the Deaf, n.d., para. 2). They often lose their hearing due to illness, trauma, or age. Since
they are not born into deafness, they tend to not engage in the Deaf community. They do
not have “access to the knowledge, beliefs, and practices that make up the culture of Deaf
people” as explained by the National Association of the Deaf. Those identifying as deaf
will not be the focus of this study as they do not use ASL and, therefore, do not require
sign language interpreters. However, they still need communication assistance of some
sort, and their rights to that assistance are the same as Deaf people.
Deaf. Uppercase “D” Deaf refers to those with the audiological condition of a
hearing loss in addition to being a member of the Deaf community and involved in its
culture (National Association of the Deaf, n.d., para. 2-3). Like any other culture, Deaf
culture has social norms, traditions, beliefs, and a language (American Sign Language).
People who label themselves as Deaf have a strong connection to their culture and their
language. Deaf people are often born with a profound hearing loss and this gives them
ample time and ability to engage within the Deaf community and increases the chances
that they use ASL as their primary language. Members of the Deaf community will be the
4

primary focus of this study as they use ASL and, therefore, have the highest
probability of requiring sign language interpreters.
Hard-of-hearing. The label “hard-of-hearing” is more of a loose term that can
refer to several different groups of people. It can be someone with mild-to-moderate
hearing loss, a deaf person who is not or does not want to affiliate with Deaf culture, or
both (National Association of the Deaf, n.d., para. 4). People who are hard-of-hearing can
identify as Deaf and use ASL or can function as hearing and not use ASL or, in some
cases, both. Some may struggle with establishing a place in either the Deaf or hearing
community and can float between the two. Since those who are hard-of-hearing
sometimes use ASL and could require a sign language interpreter, they will be
acknowledged in this study. When discussing hard-of-hearing people throughout the rest
of this writing, it will be assumed that those individuals use ASL unless otherwise stated.
Inappropriate terminology. There are several terms that will not be used in this
study. These terms include “deaf-mute,” “deaf and dumb,” and “hearing impaired.” The
primary reason these labels will be excluded from this writing is out of respect for the
Deaf and hard-of-hearing community that have expressed a dislike or dissatisfaction with
these terms (National Association of the Deaf, n.d.). The Deaf and hard-of-hearing
community has the right to determine a preference for the terms they want others to use
or not use, and those preferences will be acknowledged in this writing. These terms also
suggest incorrect characterization of the people they identify. “Deaf-mute” refers to the
Deaf people that do not or cannot use sound to communicate; however, since they use
sign language to communicate, they are not truly mute (para. 10). “Deaf and dumb” can
refer to the misconception that Deaf people are not capable of learning or that they are
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silent (para. 8-9). “Hearing impaired” carries negative connotations as compared to hardof-hearing because it suggests that something is working incorrectly or that that person is
missing something (para 11-14). This is not how many Deaf and hard-of-hearing
individuals view their hearing loss; many even see it as an advantage or gift (National
Association of the Deaf, n.d.).

Deaf and Hard-of-Hearing Population
There is limited data on the number of people who are Deaf or hard-of-hearing,
and, subsequently, the data on the number of people who use American Sign Language
(ASL) as their primary language is also limited. According to the American Community
Survey estimates from 2018, 3.6% of the United States population has a hearing
difficulty while 4.1% of Mississippi’s population has a hearing difficulty (U.S. Census
Bureau, 2018). Most of these individuals are in older stages of life where a decline in
hearing ability would be expected. These percentages do not accurately represent the
number of people using ASL as it cannot be assumed that all of these people are Deaf or
hard-of-hearing people or that they use ASL. This makes it difficult to determine the
extent of the need for interpreting services both nationally and at the state-level.

Alternative Communication Methods
Types and their Efficiencies.
About 67% of physicians in a study with the Department of Medicine at the
University of Illinois recognized that interpreters were the preferred means of
communication between physicians and Deaf patients; however, interpreters were only
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used in 19-20% of encounters (Ebert & Heckerling, 1995, p. 228). Another study also
reports that physicians did not rank in-person interpreters with as high of a response value
as deaf and hard-of-hearing patients did and ranked lip-reading, written notes, and
technology-based communication higher in response value than deaf and hard-of-hearing
patients did (Borash, DeGracia, Hartwig, & Hommes, 2018, p. 958). While other
physicians admit that interpreters are the preferred means of communication, many still
use other less effective means of communication such as pen and paper or lip-reading. In
a study of 73 physicians at the Department of Medicine at the University of Illinois,
writing was the most frequent form of communication with deaf patients which equated
to 34% of the interactions (Ebert & Heckerling, 1995, p. 228). There seems to be a
misunderstanding of Deaf culture and the importance of interpreters which has resulted in
those who need these accommodations not getting them.
ASL interpreters have found that around 59.4% of appointments they observed
patients seemed “unclear about medication risks, the need for follow-up appointments,
and/or other provider instructions” (Borash, DeGracia, Hartwig, & Hommes, 2018, p.
958). Like patients of other linguistic minority populations, effective communication can
result in “higher rates of preventive screenings, shorter lengths of stay, fewer hospital
readmissions and emergency room visits, better treatment adherence, follow-up,
outcomes, and satisfaction” (National Institute on Deafness and Other Communication
Disorders, 2016).

7

Human Right to Healthcare
As stated previously from the constitution of the World Health Organization,
“enjoyment of the highest attainable standard of health is one of the fundamental rights of
every human being without distinction of race, religion, political belief, economic or
social condition” (World Health Organization, 2014, p. 1) and that this among other
things are “basic to the happiness, harmonious relations and security of all peoples” (p.
2). In other words, equal access to high quality health care is necessary for people to
attain a happy and enjoyable life. If it is a human right to be able to care for one’s health,
then everyone needs to be able to communicate with health providers and medical
personnel. This is not a one-size-fits-all process; accommodations must be made. The
most equitable solution is the availability and use of interpreting services. If one cannot
communicate with their health care providers, there is no way for that person to achieve
the same quality of health as the person who can comfortably converse with their
physician.
While sign language users are promised interpreters through law (see section
below), it is not always being provided. It is understandable that there are limited
interpreters for American Sign Language; however, there are other ways besides in
person interpreters to ensure this human right is held to the same standard for everyone.
Many recognize that the ability to communicate with health care providers is important,
but it is often not treated as importantly as a human right. In a position statement from the
National Association of the Deaf, they say “The first step to ensuring better health care
access for deaf individuals is the establishment of a strong relationship between the
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primary care provider and the patient” (States News Service, 2012). This relationship can
be established through effective communication and mutual trust.
Policy
National Policies. The first national policy regarding rights to health and health
care appears in the Civil Rights Act of 1964. Title VI of this act prohibits discrimination
based on race, color, or national origin in programs that receive federal funding or
financial assistance. Due to people of national origin outside of the United States often
speaking other languages, this document adds that those with limited English proficiency
(LEP) must have equal opportunity in participating in federally funded programs (Civil
Rights Act of 1964, 1964, para. 1). There are medical facilities that receive federal
funding; therefore, this policy can be extended to providing equal opportunity to those
with LEP in the medical setting. Equal opportunity in medical facilities would include
equal access to health care which requires accurate communication between the physician
and patient. This can be attained through interpreting services. Some Deaf or hard-ofhearing people can be considered to have LEP when their primary language is American
Sign Language (ASL); therefore, ASL interpreters fall under this policy.
Section 504 of the Rehabilitation Act of 1973 prohibits discrimination against
people with disabilities by “programs or activity receiving federal financial assistance...or
conducted by a federal executive agency or the U.S. Postal Service” (Rehabilitation Act
of 1973, 2015, p. 141). Not providing accurate and reliable communication resources for
those who require it could be considered as discrimination as it puts one group at a
disadvantage to another. These programs include public hospitals and Federally Qualified
Health Centers (FQHCs): community/migrant health centers, community health centers,
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and 330 funded clinics. This policy specifies that it pertains to “qualified individuals with
disabilities” (p.141); however, the criteria for a “qualified individual” is never stated.
This leaves room for interpretation by the facilities that enforce this policy which could
create variability in the health care received by those with disabilities which includes
those who are Deaf and hard-of-hearing.
Building onto the Civil Rights Act of 1964 and the Rehabilitation Act of 1973,
section 1557 of the Patient Protection and Affordable Care Act prohibits discrimination
based on race, color, national origin, sex, age, or disability in certain health programs and
activities (Patient Protection and Affordable Care Act, 2010, p. 1). This policy applies to
health programs receiving funding from the Department of Health and Human Services
(HHS) or has HHS administrators and Health Insurance Marketplaces and all plans
offered by issuers that participate in those marketplaces. There were some recent changes
proposed to the Affordable Care Act to: “(1) resolve disparate interpretations of law; (2)
conform the regulations to statutory privileges for religious liberty; and (3) relieve undue
regulatory burdens on health care companies” (Greenwald, Costello, Waters, Tomazic, &
Landauer, 2019, p. 1). This alteration could create potential issues with providing
interpreting services for those in need because what is considered “undue regulatory
burdens” on health care companies is not stated in the document. Providing interpreters
or spending money on interpreting technology could be considered an undue burden and
create the opportunity for health providers to opt out of these services.
Titles II and III of the Americans with Disabilities Act are also important policies
to consider. Title II requires “nondiscrimination on the basis of disability in state and
local government services” (Americans with Disabilities Act Title II Regulations, 2010,
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p. 28). This applies to all state and local governments, their departments and agencies,
and any other districts of state or local governments. It clarifies requirements of
Rehabilitation Act of 1973 and amends for public transportation systems that receive
federal financial assistance and the ones that do not. Title III promotes
“nondiscrimination on the basis of disability by public accommodations and in
commercial facilities” (Americans with Disabilities Act Title III Regulations, 2010, p.
35). It prohibits private places of public accommodation from discriminating against
individuals with disabilities and, specifically, mentions the requirement of effective
communication with customers with vision, hearing, and speech disabilities. Both of
these titles are regulated and enforced by the Department of Justice.
State. Section 37-33-173 of the Mississippi Code of 1972 involves providing
interpreters for the Deaf and hard-of-hearing and was altered in Senate Bill No. 2715.
These changes clarified the definition of certification and changed qualifications for
registration of interpreters. Certifications are given by the Registry of Interpreters for the
Deaf (RID), National Association of the Deaf (NAD), or other certifying body recognized
by the Mississippi Office on Deaf and Hard of Hearing (ODHH). These certifications
may include RID/NAD National Interpreter Certification (NIC)(NIC, NIC Advanced,
NIC Master), NAD (III, IV or V), Comprehensive Skills Certificate (CSC), Certificate of
Interpretation (CI), Certificate of Transliteration (CT), Ed:K-12 (Educational Interpreter
Performance Appraisal [EIPA] Level 4 or 5), or Certified Deaf Interpreter (CDI) (Senate
Bill No. 2715, 2010). It also requires that to participate in interpreter training programs
one must have completed a postsecondary degree program of at least 2 years from an
accredited university or community/junior college.
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Purpose
This review of previous research and policies serves as a foundation for the
structure of the interviews as well as a lens through which to analyze them. The
combination of these elements provides a methodological way to understand and describe
the use of medical American Sign Language interpreters in Mississippi. I will be using
this information to determine how well laws are being enforced in the state and how the
quality and availability of sign language interpreters vary across hospitals, community
health centers, and primary care providers.
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Methods
To answer the research questions stated, I conducted a multi-method study. I
combined analyzation of previously published works of policy and research with
interviews with medical personnel. This allowed me to benefit from previously obtained
knowledge and apply it to the setting of Mississippi medical facilities.
Review of Past Research
In the literature review, I looked at previous peer-reviewed studies and articles on
medical interpreters. Due to the limited availability of research on American Sign
Language (ASL) interpreters in medicine, I also included some research on interpreters
for other languages. Most of the research involved different methods of alternative
communication for non-English speakers in various health settings, how often these
different methods are used, and the perceptions of their effectiveness. The focus of the
studies varied. Using perspectives of physicians, patients, and interpreters, I was able to
compare and contrast the three groups. Other background information was reviewed to
clarify terms that were used through the writing and inform the rest of study. This data
came from different databases including the University of Mississippi’s OneSearch,
Ebscohost, and Google Scholar.
Policy Review
I also conducted a systematic policy review that included human rights issues and
policies about people with disabilities, the Deaf and hard-of-hearing, and interpreters.
Humans rights frameworks and approaches have given the motivation for the policies that
13

provide the right to interpreters and, subsequently, equal access to healthcare. I believe
the human rights lens provides an important lens to look at policies through as it presents
the need for them. This included both national and state level policies to compare
Mississippi’s laws with national laws. This comparison allowed me to see the
perspectives of the national and state governments on the issues of interpreters and
human rights. These laws were the Rehabilitation Act of 1973, Americans with
Disabilities Act, Civil Rights Act of 1964, Patient Protection and Affordable Care Act,
and Mississippi Code of 1972. This information can be found through various search
engines that lead to government websites which hold the official documents. While
looking at these laws, I focused on what institutions the laws apply to, whether or not
interpreters are included, and if interpreters are included, what certifications are required
and how they are to be obtained.
Interviews
Interviews were conducted with various medical personnel to gain an
understanding of the use, regulation, and awareness of sign language interpreters in
Mississippi. This portion of the study was approved by the University of Mississippi
Institutional Research Board (IRB). The questions asked by the interviewer were in
regard to the number of Deaf and hard-of-hearing patients and non-English speaking
patients the institution cared for, the experiences they had with those patients, and the
procedures followed to provide alternative means of communication for those patients.
The state of Mississippi was split into 6 areas of roughly the same size. The
intention was to interview someone from a hospital, community health center, and
primary care provider from each area; however, the difficulty of finding willing
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participants prevented this. Thirty-four different facilities were contacted, and of those
contacted, nine individuals were interviewed in addition to a group interview of four
participants from one facility. Three of the individuals represented the same hospital but
held different positions within that facility. The interviews included two hospitals, two
primary care clinics, and one community health center as well as three administrative
offices. Each administrative office had various numbers of satellite clinics (8, 13, and
greater than 60). Out of the ten facilities that responded to my attempts to contact them
none of them refused to participate. In most cases, the person I was directed to at the
facility never contacted me back, sometimes even after two or three of my attempts at a
point of contact. Each participant was chosen based on their willingness to participate
after being contacted via email, phone call, or the medical institution’s online contact
form and informed of the focus of the study. Those agreeing to participate were sent a
consent form. The consent form told them what types of questions they would be
answering, the duration of the interview, and how their information will be handled. By
agreeing to the interview, the participant’s consent was given.
Every interview, excluding two, were conducted either in person or over the
phone depending on the preference of the interviewee and practicality of coordinating a
meeting time. Per request of two of the interviewees, their responses were recorded via
email. The interviewees were of various positions in the medical field. These positions
included physician, language services personnel, office manager, and public relations.
During each interview, a recording device was used in addition to written notes being
taken. This allowed for any details that could have been lost in the recording to be
recovered in writing. The audio recordings of each interview were transcribed for the
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ease of qualitative evaluation. The themes were used to identify patterns in
communication with patients who use American Sign Language or use a non-English
language as their primary means of communication and their health care providers in
Mississippi as well as patterns of communication across different types of health care
facilities.
Using the information gathered from the literature review, systematic policy
review, and the interviews, I was able to identify patterns and themes both nationally and
at the state level. I was able to compare and contrast the condition of American Sign
Language (ASL) interpreters and health care for the Deaf and hard-of-hearing in
Mississippi and the United States as a whole.
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Findings: Interview Themes
The literature review and policy research were used to construct a list of interview
questions that would ask the necessary questions for informing this study. From the
responses of the 10 interviews conducted and through the lens of current policy and
human rights, three major themes were drawn. These themes were found to be the most
important or most often discussed topics across all interviews.
Low number of non-English speaking patients. A common theme among the
interviews was the perceived low numbers of patients who do not speak English. When
assessing the number of patients that were Deaf or hard-of-hearing, either an estimate
could not be given by the interviewee, or the estimate was low. Similar responses were
given regarding other non-English speaking patients.
One response when asked the number of patients who are Deaf or hard-of-hearing
was “I’m not sure, but I don’t think there are very many.” This quote summarizes the
majority of the responses to this question. The physicians interviewed attempted to
provide me a rough estimate of the number of patients and patient families they had seen
that were Deaf or hard-of-hearing or non-English speaking, but the other medical
employees interviewed were not as capable of providing an estimate. Only six of the
interviews produced any estimates. The estimates given for Deaf or hard-of-hearing
patients were zero, three, three, less than five, 5-10, and 5-10 while the estimates given
for non-English speakers was zero, two, five, 15-20, and 10% of their total patients (the
exact number is not clear) within the past year. Two facilities that used Language Line
Solutions said they were not aware of an exact number but can use their billing
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statements for the service to see how many minutes each type of interpreter was used.
One of these interviewees indicated that Spanish is used the most often; however, I was
not given access to either institution’s billing information to get more details on this.
The number of patients that were non-English speakers did not tend to vary based
on type and size of the institution. A primary care clinic and a community health center
indicated higher estimates of Deaf and hard-of-hearing patients while a hospital indicated
the highest estimate of other non-English speaking patients. It would be logical that
hospitals have higher numbers of non-English speakers due to the larger volumes of
patients that hospitals are equipped to treat and the increased likelihood of serving larger
population centers which increases the chance of encountering someone who meets those
criteria. However, it is unclear why they would not also report the highest numbers of
Deaf and hard-of-hearing populations as well.
This information suggests that the use of alternative forms of communication,
including interpreters, is not a common occurrence. While the perceived need for these
services is low, every medical institution had a plan in place that prepared them for a
situation in which the services would need to be provided. The protocols varied in their
specificity and rigidness, and it was not clear if they were written plans or just understood
by personnel. As described by the key informants, the protocols were the steps followed
when they came in contact with a Deaf or hard-of-hearing patient. Only one facility
mentioned that they had a plan in place to acquire an in-person interpreter while two
others had singular employees that were Spanish speakers that could translate, but no
plans for acquiring other in person interpreters. The other facilities had access to various
equipment and services to aid in patient physician communication. Most facilities
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allowed for the use of family members and friends of the patient as interpreters; however,
one interviewee mentioned that the hospital highly discourages that practice as it can
result in legal issues for the facility.
Limited resources. Mississippi has been known to have limited resources in
many different capacities, particularly in health care, and the resources for
communicating with non-English speakers was not an exception. Five out of eight
facility’s interviewees mentioned that resources are limited and must be delegated in an
efficient manner amongst patients. The lack of interpreter availability tended to produce
the most concern as they are often recognized as an efficient means of communication.
Even if it is known that a particular resource would be better for patient-physician
communication, that resource many not always be available for use. When asked about
the most common means of communication with patients that are Deaf or hard-of-hearing
or non-English speaking, one interviewee responded by saying,
“It depends on the time of the day. At night I don’t have a translator in house, so
it’s tele translation. In the daytime, I can have the social workers schedule a
translator in house. There are instances because resources are not infinite that a
translator cannot be at two places at once. We will use what we have, so it
depends on the volume of translation going on at the time and the time of the
day.”
This indicated that there are multiple factors that influence what resources are
actually accessible. These variables include number of interpreters, location of
interpreters, and time of day. As this person mentions, “resources are not infinite” which
is the root of this issue. Interpreters tend to be sparse especially sign language
interpreters. As mentioned above, the number of people that demand sign language
interpreters is low; therefore, the supply is low, especially in areas like Mississippi where

19

resources are already limited. Interpreters generally work normal business hours like
most professionals, so they cannot be accessed at all times of the day.
It is also important to mention that interpreters are not always supplied by the
medical institution. In some cases, the interpreter is provided by the patient. Four
different facilities were noted to use family members or friends as interpreters. One
interviewee said, “I think some of them are family members, and some of them are
family friends…friends of the family that accompany them to their visits” and noted this
as a common means of communication. The same facility does not currently have a
protocol in place for providing an interpreter, but when asked about it, responded “That’s
something we could probably look into.” These family members or friends were not
registered interpreters which can have various complications. Bias could play a part in
what the interpreter chooses to communicate between the physician and the patient. If the
family member or friend is limited in their knowledge of health or medical terminology,
the translation can be inaccurate giving the patient incorrect information. This
miscommunication between the physician and patient could result in issues for the patient
such as misdiagnosis or confusion about their condition or treatment plan. This indicates
that patients are aware of the lack of resources and will put the responsibility of providing
an interpreter on themselves. This could also mean that patients are unaware of their
rights to an interpreter or of the policies that should be set in place by the medical facility
to provide them one.
The interviewee also mentioned an alternative means of communication referred
to as tele translation and acknowledged that, “Obviously tele translation is not the same
as physically having someone present to help with the translation process.” Tele
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translation is an interpreting service used to contact off site interpreters. The details of
this service were unclear. While this can be useful, it is acknowledged that it is not
preferred over in person interpretation. Another interviewee said that their medical
facility provides a TTY phone and CapTel 2400i phone. The TTY phone or text
telephone allows people to communicate by typing out what they would like to say which
appears on the receiver’s screen and allows the receiver to respond by typing out a
response. The CapTel 2400i phone provides closed captioning of what the person on the
other end of the line is saying as well as volume and font size adjustment which would be
more useful for those who are hard-of-hearing rather than Deaf. It was perceived by the
interviewee that no patients that attended the facility preferred this means of
communication. This person also made a point to mention that “I have never used it, but
there is one here and it’s in place and everyone has the procedure on how to use it.”
Five other facilities reported the use of video remote interpreting (VRI) services
like Language Line Solutions, NexTalk, and Interpret Manager. These methods were
reported to be the most common form of communication by four of those facilities while
the other one had not yet put the program into place. These programs allow an immediate
connection with an off-site interpreter. Most languages are offered by these services
including sign language. The facilities that had these programs in use reported positive
feedback on them and mentioned the convenience of their use. One interviewee stated,
“The language line has taken a big step [to better the communication between patients
and providers].” The only issue with these programs mentioned was a singular instance of
Wi-Fi disconnection that prevented the use of the interpreter service.
In one case, the interviewee said,
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”I know one provider talked about using pen and paper as a form of
communication and then had one employee to talk about for those who
may be hard-of-hearing she speaks slowly to allow him to read her lips
and sometimes she will speak in a loud tone to allow him to hear what she
is saying.”
Pen and paper were only mentioned as a method of communication with Deaf and
hard-of-hearing patients by two other facilities, but it was only used when other options
were not available. As cited by many studies (citations), pen and paper as well as reading
lips are both some of the least effective forms of communication. They are also almost
never requested by patients most likely for that reason. The deficiencies of these methods
were not noted by the interviewee.
Overall, interviewees seemed aware that there are limited resources, and most
expressed a concern over this situation. While interpreters were generally recognized as
the preferred means of communication, facilities had other protocols in place for other
forms of communication. The best access to interpreters and awareness of the necessity
of communicating effectively was seen in hospitals.
Need for systematic change. In four out of 10 interview sessions, a need for
changes in different systematic levels such as within the individual medical institution,
education system, and policy was discussed. The changes they wanted to see made were
all in hopes of improving the communication between physicians and their patients. The
expressed need for change indicated that there is still much more work to be done for the
Deaf, hard-of-hearing, and non-English speakers.
A common suggestion was for the patient requiring alternative means of
communication to inform the medical facility prior to the appointment so proper
arrangements could be made as most facilities reported occurrences of patients showing
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up for their appointments without notification that they needed an interpreter. As it has
been discussed, there are limited resources regarding interpreters and equipment, so
notifying the facility ahead of time would allow for more efficient use of resources. One
interview said,
“I think that might help because not every family will, you know, will
signify that English is their second language until you start the
conversation… I think the move towards determining the patient’s
preferred language would be a step in the right direction.”
Most medical personnel discover that a patient requires an interpreter or some
other means of communication when the patient walks in for their appointment. This
gives little to no time to properly accommodate the patient. If interpreters are present at
the medical facility, they must also be available at that time, but this is often not the case.
In most situations, interpreters must be called in and scheduled for that time. Without
adequate time to contact an interpreter, other less preferred forms of communication end
up being used by default.
To combat the challenge of limited interpreters, a partnership between a medical
facility and a local university was suggested. It is likely that any potential university
would also have limited availability of resources, but the partnership would create a
comparatively larger pool of resources, including electronic translation devices in
addition to interpreters, that could be shared between the two institutions. It would also
allow for a collaboration of ideas and ways to improve communication with non-English
speakers.
One interviewee that was a manager for language services said that they wanted
to see a continuation of educating providers and the public on communicating with and as
a non-English speaker. They said “many [non-English speakers] don’t want to use or ask
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for an interpreter because they still think that they have to pay for that.” The public is still
not fully educated on their rights. They also encouraged the education of providers
including physicians and social workers through various methods. These methods
included giving one day presentations at universities, requiring classes in the early
education of providers, and online modules that providers complete every year. They
said,
“The sooner they know [about interpretation/translation] the sooner they are going
to instill the knowledge and its going to apart of their culture and they are going to
be used to it already and by the time they become doctors its going to be just
natural.”
They wanted to see interpreting services being included early in education and
continued throughout the career of providers. The interviewee was successful in
implementing a few of these educational programs in the previous state they lived in and
plans to continue those programs in Mississippi.
The same interviewee wanted to see an improvement in the state certification
process for interpreters. When finding interpreters to use, it is difficult for one person or
even a small group of people to determine how well an interpreter can do their job
because the variety of languages is so vast, and not everyone in the determining group
may know that language. He felt that, in his experience, the current certifications are not
reliable standards for choosing interpreters. He wanted to see a change made in the
qualifications required for the people determining whether or not an individual receives
their state certification. An accurate standardized certification would improve this
situation and allow for more confident and reliable selection of interpreters for patients.
While the interviewee recognized the difficulty of this task, they remained hopeful and
convinced this would improve the patient-provider relationship.
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Another suggestion for improving patient-physician communication is to enforce
the laws that are already in place. It was said that there were cases where the patient
pushes for a family member, sometimes this was a young child, to interpret rather than
using an interpreting language line. The use of a family member can make the medical
facility liable if there was anything that was lost in translation with a child or if the family
member excluded pieces of information they thought the patient did not need to know.
The risk of using family members or friends as interpreters should be known amongst
medical personnel and should not be allowed. Generally, the interviewee encouraged
medical facilities to be informed on what they are legally responsible for providing for
patients in regards to communication with non-English speakers and ensure that they can
provide the required services. This not only improves the quality of the patient’s visit but
also protects the institution from liability issues.

These interviews were critical to understanding the use of sign language
interpreters in Mississippi as they gave firsthand perspectives from medical personnel.
They allowed me to determine the most important aspects of caring for Deaf and hard-ofhearing patients. These responses can be used to make people aware of the need for sign
language interpreters and inspire changes to improve the current situation.
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Discussion
Addressing the Research Questions: Connecting Policy and Practice
This thesis was an attempt to review the state and national policies surrounding
interpreting services, evaluate how well those laws are being applied in Mississippi, and
determine how the quality and availability of sign language interpreters vary across
hospitals, community health centers, and primary care providers. As the right to health is
considered a basic human right, those that are Deaf and hard-of-hearing should be
provided the communication services needed to afford them that right through policy, and
those policies should be enforced in medical institutions.
Title VI of the Civil Rights Act of 1964 prohibits discrimination based on race,
color, or national origin in programs that receive federal funding or financial assistance
including the equal access of these programs by those with limited English proficiency
(LEP). Section 504 of the Rehabilitation Act of 1973, Section 1557 of the Patient
Protection and Affordable Care Act, and Titles II and III of the Americans with
Disabilities Act specifically prohibit discrimination based on disability in programs
receiving federal funding or regulated by a federal executive agency, programs receiving
funding from the Department of Health and Human Services (HHS) or employs HHS
administrators, and Health Insurance Marketplaces, and in state and local government
agencies and public accommodations, respectively. Section 37-33-173 of the Mississippi
Code of 1972 provides the qualifications for the registration an interpreter. This was the
only state policy in support of the providing of interpreters for the Deaf and hard-ofhearing.
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While these policies require not only that interpreting services be provided but
also that interpreters be qualified to a certain standard, the issues in physician-patient
communication lie within their vagueness and their limited enforcement. The interpreting
services that can be supported by these laws are not explicitly stated. This allows the
medical facilities to interpret these laws in different ways which creates legal room for
the use of less effective forms of communication to be used. Those indicated by
interviewees were pen and paper and unqualified interpreters that were friends or family
of the patient. The enforcement of the laws in the medical institutions varied. This could
be due to limited resources that prevent the accessibility of in person interpreters or
quality interpreting services. Despite the differences in the compliance with policies, each
facility had a procedure in place.
Hospitals tended to have the greatest access to quality resources including both in
person interpreters and interpreting services like Language Line Solutions. This is likely
due to the greater financial resources hospitals have and critical mass of patients they
serve in comparison to community health centers and primary care clinics. I did not
notice any significant differences between community health centers and primary care
clinics in the type and quality of interpreter services they provide.
Recommendations
Awareness of Deaf and Hard-of-Hearing Communication. Before any
systematic changes can be made to improve communication between physicians and Deaf
and hard-of-hearing patients, an awareness of the need for improvement must exist. This
was discussed with two of the interviewees. The Deaf and hard-of-hearing community is
not prominent in Mississippi. Data provides that about 4.1% of the state’s population has
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a hearing difficulty which equates to approximately 119,022 people (U.S. Census Bureau,
2018). This is higher than the national average of 3.6% (2018); however, it cannot be
assumed that all of these individuals require sign language interpreters. In addition to
being a minority population in Mississippi, their community and culture are not in the
forefront of the state’s culture and, therefore, tend to stand at the back of the line of
people’s thoughts and considerations. This data also indicates much higher numbers than
the estimates provided from the key informants and could be an indication that those with
hearing loss are less likely to be receiving medical care.
Due to the low number of Deaf and hard-of-hearing patients interacting with
physicians, most medical personnel are not aware of their culture and customs. I believe
that if people are educated on the negative effects on patients when using ineffective
communication methods, such as pen and paper or using family members to interpret,
they will be more motivated to ensure the correct accommodations are provided.
The awareness of physicians and other medical personnel is the most important as
they can directly change their practices. A suggestion given by an interviewee was for
interpreting services to be taught early in the education of physicians. Physicians could be
taught within their first semester of medical school about interpreting services. The
earlier they are exposed to this topic the more able they are to apply this knowledge to
future situations. The interviewee also suggested doing presentations in undergraduate
classes for pre-medical students, but as this would be a singular event, it would not be as
effective in educating on the topic as a semester class.
Another way to raise awareness is for medical facilities to have meetings once or
twice a year to discuss and review the importance of effective communication with
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patients and how to provide the accommodations. Everyone should be aware of the
protocols for contacting interpreters or using interpretation equipment. Since interpreting
services are not used often or by everyone at the facility, a reminder of the protocols is
important.
Policy Specifying Interpreting Services Standards. The current national and
state policies for the right to interpreting services are vague which allows medical
facilities to provide inadequate services. Policies need to be more specific in what
accommodations are appropriate for provided accurate communication. I would suggest
explicitly stating that interpreters must be qualified based on the state policy currently in
place and that the interpreter must not be related to the patient. This would avoid any
personal influence the interpreter would have on how or what they translate to the patient
and, subsequently, any negative effects that could have on the patient and his or her
health outcome. When using interpreting services such as Language Line Solutions who
qualify and train their own interpreters, it is unclear if the state policies are being
followed. I believe creating policies to ensure that the proper training for these
interpreters is being provided would increase the compliance with the policies already in
place.
Enforcement of Policy. As far as I am aware of, there is no set structure or
procedure to enforcing the national and state policies. I believe annual check-ins with
medical institutions to remind them of the requirements for interpreting services and
determining their compliance would be helpful for motivating them to provide for their
patients. For most of the facilities interviewed, interpreting services were not a common
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occurrence; therefore, it becomes easy for the facilities to become passive about them. I
believe accountability for providing interpreters can be effective.
It is also important that the institutions specific procedures be enforced. At two of
the hospitals interviewed, there was a department dedicated to language services. This
department was aware of the requirements set by policies and how to fulfill them. They
were also responsible to delegating interpreters or interpreting equipment which is
especially important when resources are limited. It is unlikely that smaller clinics could
financially sustain a department dedicated to language services; however, it would be
useful to have at least one person in the facility that can manage and enforce interpreting
services.
Insurance Coverage
The coverage of interpreting services varies across private and public health
insurance. Some private companies cover it, but this insurance option is more expensive.
Medicaid in some states reimburses medical facilities for providing interpreting services,
but after speaking with someone from the Mississippi Division of Medicaid, it seems that
they assume that medical facilities will take full financial responsibility for their patients’
interpretation needs. Without funding for these services, providers, particularly rural ones
with less financial resources, have an even more difficult task of providing these services.
A push towards this interpreter coverage by Medicaid in Mississippi could have a great
impact on the accessibility of communication by those that are Deaf and hard-of-hearing
as well as other non-English speakers; however, this process would take a while to take
effect.
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Practical Integration
If resources are limited and perceived need is low, how do medical facilities
realistically acknowledge the policy requirements for interpreting services? In person
sign language interpreters are the preferred and ideal situation for Deaf and hard-ofhearing patients, but the likelihood that the number of sign language interpreters in
Mississippi will increase to a level that allows for easy scheduling for medical appoints is
low. Multiple key informants use tele translation systems, such as video remote
interpreting (VRI), that were perceived to be an effective means of communication.
These systems allow for immediate connection to live interpreters without the hassle of
scheduling a convenient time for both parties. I believe this to be the most practical way
for medical facilities to meet legal obligations and patients to communicate comfortably
with their providers. These software programs require service fees for the number of
devices used and charge by the minute for interpreter use, which can be a bit of an
investment for facilities. To relieve some of the financial burden, I think negotiating with
interpreting companies to consider joint service fees or discounts on their programs with
multiple medical institutions would be beneficial. I think it would be particularly helpful
for rural, low-income areas to combine financial resources to ensure interpreting services
are provided for their patients.

Limitations and Future Research
The limitations of this research include only conducting 10 interviews. This limits
the understanding of the quality and availability of sign language interpreters in medicine
in Mississippi. I also focused mainly on only a few types of facilities: hospitals,
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community health centers, and primary care clinics. This does not allow for an accurate
evaluation of interpreting services in specialty clinics. Nevertheless, this exploratory
study provides some of the ground work for future research in this field with many gaps.
My hope is that the awareness that this study brings to the need for equal access to health
care for ASL users in Mississippi will inspire more research and change. There would be
benefit from future research including interviews with Deaf and hard-of-hearing patients
as well as certified interpreters to get a first-hand look into their experiences. In general,
more interviews with medical facilities in Mississippi as well as other areas would be
beneficial for our understanding of medical ASL interpreters. This could also be extended
to evaluating the regulation and availability of Spanish interpreters which were the most
commonly used interpreters at the facilities interviewed.
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